U S. DEPARTMENT OF HEALTH & HUVAN SERVI CESFORM APPROVED

CENTERS FOR MEDI CARE & MEDI CARE SERVI CES OVB NO. 0938- 0875

CERTI FI CATE OF MEDI CAL NECESSI TY DMERC 02. 03A

MOTORI ZED WHEEL CHAI RS

SECTION A Certification Type/Date: | N TIAL / / REVI SED / /

PATI ENT NAME, ADDRESS, TELEPHONE and H C NUMVBER

(. -y - - - _ _ __ __HcN
SUPPLI ER NAME, ADDRESS, TELEPHONE and NSC NUMBER
(- - - - __ _ _ __ NeCH

PLACE OF SERVI CE
NAME and ADDRESS of FACILITY if applicable (See

Rever se)

HCPCS CODES: PT DOB / / ; Sex _ (MF) ; HI.__ (in.) ;
wr. (Ibs.)

PHYSI CI AN NAVE, ADDRESS, TELEPHONE and UPI N NUVBER

(- 9y - __UPIN #

SECTION B Information in This Section May Not Be Conpleted by the Supplier of
the Itens/ Supplies.

EST. LENGTH OF NEED (# OF MONTHS) :
(1cb-9):

| TEM ADDRESSED ANSVEERS ANSVEER QUESTIONS 1, 6 AND 7 FOR MOTORI ZED WHEELCHAI R
BASE, 1-5 FOR

WHEELCHAI R OPTI ONS/ ACCESSORI ES.

(CGircle Y for Yes, N for No, or D for Does Not Apply, unless otherw se noted.)
Mot ori zed Whl chr Base

and All Accessories

Y ND 1. Does the patient require and use a wheelchair to nove around in their
resi dence?

Reclining Back Y N D 2. Does the patient have quadriplegia, a fixed hip angle, a
trunk cast or brace, excessive extensortone of the trunk nuscles or a need to
rest in a recunbent position two or nore tinmes during theday?

El evating Legrest Y N D 3. Does the patient have a cast, brace or

nmuscul oskel etal condition, which prevents 90 degree flexionof the knee, or does
the patient have significant edena of the |ower extrenmities that requires

anel evating legrest, or is a reclining back ordered?

Adj ustabl e Height Arnmrest Y N D 4. Does the patient have a need for arm hei ght
different than that avail abl e usi ng non-adj ust abl ear ns?

Recl i ni ng Back;

Adj ust abl e Hei ght Arnrest

5. How many hours per day does the patient usually spend in the wheel chair? (1-
24) (Round up tothe next hour)

Mot ori zed Wal chr Base Y N D 6. Does the patient have severe weakness of the
upper extremties due to a neurol ogic, muscul ar, orcardi opul nmonary

di sease/ condi ti on?

Mot ori zed Wil chr Base Y ND 7. Is the patient unable to operate any type of
manual wheel chair?

NAMVE OF PERSON ANSWERI NG SECTI ON B QUESTI ONS, | F OTHER THAN PHYSI Cl AN ( Pl ease
Print):

NAMVE: TI TLE: EMPLOYER

SECTION C Narrative Description of Equipnment and Cost

(1) Narrative description of all itens, accessories and options ordered; (2)
Supplier's charge; and (3) Medicare Fee Schedul e

Al l onance for each item accessory, and option. (See instructions on back.) If
addi ti onal space is needed, |ist wheelchair base

and nost costly options/accessories on this page and continue on Form CMS- 854.
re CHECK HERE | F ADDI Tl ONAL OPTI ONS/ ACCESSORI ES ARE LI STED ON For m CVs- 854
SECTI ON D Physician Attestation and Signature/Date

1-99 (99=LI FETI ME) DI AGNCSI S CCDES



| certify that | amthe treating physician identified in Section A of this form
| have received Sections A, B and C of the Certificate of Medical Necessity

(i ncl uding
charges for items ordered). Any statenent on ny |letterhead attached hereto, has
been revi ewed and signed by ne. | certify that the nedical necessity informtion

in Section Bis true, accurate and conplete, to the best of ny know edge, and |
understand that any falsification, om ssion, or conceal nent of material fact in
t hat

section may subject me to civil or crimnal liability.

PHYSI Cl AN S SI GNATURE DATE / / (SI GNATURE AND DATE STAMPS ARE NOT ACCEPTABLE)
CMS- 843 (05/97)

SECTION A1 (May be conpl eted by the supplier)

CERTIFICATION If this is an initial certification for this patient, indicate
this by placing date (MM DD YY) needed initially in the space

TYPE/ DATE: marked "INITIAL." If this is a revised certification (to be conpl eted
when t he physician changes the order, based on the

patient's changing clinical needs), indicate the initial date needed in the
space marked "INITIAL," and al so indicate the

recertification date in the space marked "REVISED." If this is a
recertification, indicate the initial date needed in the

space marked “INITIAL,” and al so indicate the recertification date in the space
mar ked " RECERTI FI CATI ON. " Whet her

submitting a REVISED or a RECERTIFI ED CMN, be sure to always furnish the I NITIAL
date as well as the REVI SED

or RECERTI FI CATI ON dat e.

PATI ENT I ndicate the patient's nanme, permanent |egal address, telephone nunber
and hi s/ her health insurance cl ai m nunber

| NFORMATION: (HICN) as it appears on his/her Medicare card and on the claim
form

SUPPLI ER I ndi cate the nane of your conpany (supplier nane), address and

t el ephone nunber along with the Medicare Supplier

| NFORMVATI ON: Nunber assigned to you by the National Supplier C earinghouse
(NSC) .

PLACE OF SERVICE: Indicate the place in which the itemis being used; i.e.
patient's hone is 12, skilled nursing facility (SNF) is 31, End

Stage Renal Disease (ESRD) facility is 65, etc. Refer to the DVERC supplier
manual for a conplete list.

FACILITY NAME: |If the place of service is a facility, indicate the name and
conpl ete address of the facility.

HCPCS CODES: List all HCPCS procedure codes for itens ordered that require a
CWN. Procedure codes that do not require certification

shoul d not be listed on the CWN

PATI ENT DOB, HEIGHT, Indicate patient's date of birth (MM DD YY) and sex (mal e
or fermale); height in inches and weight in pounds, if requested.

VEEI GHT AND SEX:

PHYSI Cl AN NAME, |Indicate the physician's name and conplete mailing address.
ADDRESS:

UPI N. Accurately indicate the ordering physician's Uni que Physician

I dentification Nunber (UPIN).

PHYSI CIl AN S I ndicate the tel ephone nunber where the physician can be contacted
(preferably where records woul d be accessible

TELEPHONE NO. pertaining to this patient) if nore information i s needed.
SECTION B: (May not be conpleted by the supplier. Wiile this section may be
conmpl eted by a non-physician clinician,

or a physician enployee, it must be reviewed, and the CW signed (in Section D)
by the ordering physician.)



EST. LENGTH OF NEED: Indicate the estimated | ength of need (the length of tine
the physician expects the patient to require use of the ordered

item by filling in the appropriate nunber of nmonths. If the physician expects
that the patient will require the itemfor the

duration of his/her life, then enter 99.

DI AGNCSIS CODES: In the first space, list the |CD9 code that represents the
primary reason for ordering this item List any additional |CD9

codes that would further describe the nedical need for the item (up to 3 codes).
QUESTI ON SECTI ON: This section is used to gather clinical information to
determ ne medi cal necessity. Answer each question which applies to

the itens ordered, circling "Y' for yes, "N' for no, "D' for does not apply, a
nunber if this is offered as an answer option,

or fill in the blank if other information is requested.

NAME OF PERSON If a clinical professional other than the ordering physician
(e.g., hone health nurse, physical therapist, dietician), or a

ANSVERI NG SECTI ON B physi ci an enpl oyee answers the questions of Section B

he/ she nmust print his/her nane, give his/her professional title

QUESTI ONS: and t he name of his/her enployer where indicated. If the physician is
answering the questions, this space may be |eft bl ank

SECTION C. (To be conpleted by the supplier)

NARRATI VE Supplier gives (1) a narrative description of the item(s) ordered, as
well as all options, accessories,supplies and drugs;

DESCRI PTION OF (2) the supplier's charge for each item option, accessory,
supply and drug; and (3) the Medicare fee schedul e all owance

EQUI PMENT & COST: for each item option/accessory/supply/drug, if applicable.
SECTION D. (To be conpl eted by the physician)

PHYSI Cl AN The physician's signature certifies (1) the CW which he/she is
reviewi ng includes Sections A, B, Cand D; (2) the

ATTESTATI ON: answers in Section B are correct; and (3) the self-identifying
information in Section Ais correct.

PHYSI Cl AN SI GNATURE After conpletion and/or review by the physician of Sections
A, B and C, the physician nust sign and date the

CWN in Section D, verifying the Attestation appearing in this Section. The
physician's signature also certifies the

itenms ordered are nedically necessary for this patient. Signature and date
stanps are not acceptabl e.

According to the Paperwork Reduction Act of 1995, no persons are required to
respond to a collection of information unless it displays a valid OVB contro
nunber. The valid

OVB control number for this information collection is 0938-0875. The tine
required to conplete this information collection is estimated to average 15

m nut es per response,

including the time to review instructions, search existing resources, gather the
data needed, and conplete and review the information collection. If you have any
conment s

concerning the accuracy of the time estimate(s), or suggestions for inproving
this form wite to: CMS5, 7500 Security Blvd., N2-14-26, Baltinore, Mryland
21244-1850.
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